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This visit was for the investigation of complaint
#IN00172286.

Complaint #IN00172286: Unsubstantiated, due to
lack of sufficient evidence.

Survey Dates: April 28, 30 and May 1, 2015

Facility Number: 001172
Provider Number: 15G610
AIM Number: 100240110

Life Designs Inc. was found to be in compliance
with 42 CFR Part 483, Subpart | and 460 IAC 9 in
regard to the investigation of complaint
#IN00172286.
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